The aim of this work is to synthesize qualitative research on refugee and immigrant women's experiences of postpartum depression (PPD) to gain insight into the unique needs of this group of women. This population is more at risk of developing PPD due to a complexity of issues including pre-and postmigratory stressors; however, there is currently little research on this topic available to health care providers and policy makers. Thirteen articles met inclusion criteria, and five themes emerged from the meta-synthesis: (a) suffering in solitude, (b) the invisible illness, (c) cultural conceptualizations, (d) barriers to help seeking, and (e) facilitators of help seeking. Conclusions suggest immigrant women with PPD may lack understanding of their condition, are often isolated, are alone, fear stigmatization, and risk being considered an unfit mother. Raising awareness with health care providers of the meaning of PPD for immigrant women is key to the provision of effective care.
Literature Review
Postpartum depression (PPD) is a common complication of pregnancy and childbirth and is recognized by the American Psychiatric Association as a major depressive disorder, characterized by depressive mood symptoms such as appetite changes, insomnia, decreased energy, low self-esteem, cognitive difficulties, and anxiety (American Psychiatric Association, 2013) . In the United States, 18% of women may experience PPD and this has a long-lasting detrimental impact on the mother, child, and the wider family (Beck, Gable, Sakala, & Declercq, 2011) . In refugee and immigrant women, the risk of developing PPD dramatically increases to as much as 42% (Collins, Zimmerman, & Howard, 2011) . Globally, we are witnessing the highest level of displaced people in history, with an unprecedented 65.3 million displaced persons on record, 21.3 million of whom are refugees (United Nations High Commissioner for Refugees, 2016) . The need therefore to consider the specific health challenges that refugee and immigrant women face, is greater than ever. Yet this issue has not received much attention in the scientific literature in the United States as the inquiry has focused on PPD in the general population (Tobin, Di Napoli, & Wood-Gauthier, 2015) . In the research that has been undertaken, a worrying trend of underreporting of the symptoms of PPD has been found, which masks the prevalence of the disease in this population O'Mahony, Donnelly, Bouchal, & Este, 2013; .
In a study of 126 refugee and immigrant women, screening practices and referral for treatment of PPD was inadequate. Questions about quality of the screening and the validity of the tools used with refugee and immigrant women has been raised (Fritz & McGregor, 2013) . For example, providing a tool as a self-screen to women who do not speak English as a first language or who may have little conceptual understanding of PPD is not recommended but does occur in practice (Tobin et al., 2015) . Twenty-four-hour access to a quality interpreter service is an essential element of effective screening for this population, yet this is not always available. Failure to identify women who may be at risk is compounded by failure to adequately follow up with women who receive an at risk score. The use of a screening tool as a stand-alone measure for PPD risk identification is not recommended for refugee and immigrant women (Tobin et al., 2015) .
Therefore, the purpose of this study was to (1) conduct a meta-synthesis of PPD in refugee and immigrant women, (2) explore refugee and immigrant women's experiences and perceptions of postpartum depression, identifying how the mothers recognize and cope with PPD, and (3) understand the barriers and facilitators of effective care for women experiencing this disease. For the purpose of this meta-synthesis, no attempt to homogenize cultural interpretations of PPD is included. On the contrary, great care has been taken to ensure that women's experiences represented in the individual studies are given due consideration and this is evidenced in two ways: (1) the detailed tables that relate to each individual study and (2) the ways different cultural experiences and interpretations of PPD are explored.
The meta-synthesis will aggregate, integrate, and synthesize the qualitative work that has been undertaken on this issue to gain insight into the unique perceptions and experiences of refugee and immigrant women with PPD. The urgency of this work is based on our understanding of the detrimental impact of this disease not only on the woman who experiences PPD but also on the health and well-being of the entire family which ultimately affects the community and wider society (Beck et al., 2011) .
Method
The meta-synthesis method aims to draw together the insights from qualitative work about a particular subject and synthesize those findings into a new, more comprehensive picture to provide a deeper insight and richer understanding of the concept of interest. This allows a more complete interpretation of the depth and breadth of the subject than is possible from findings of the individual studies (Bondas & Hall, 2007) . Noblit and Hare's (1988) approach for conducting a systematic review of qualitative research was used for this meta-synthesis and is recognized as a valid and effective method. The heart of this meta-synthesis method lies in preserving the core metaphors or concepts of the original studies. This is achieved by determining how the studies are related to each other and rests on the premise that three key assumptions can be made about the relationships between the studies. Accounts may be directly comparable as reciprocal translations, stand in relative opposition to each other and are essentially refutational, or the studies taken together present a line of argument. Translating the studies into one another in this way allows for a new interpretation of the synthesized translations to emerge creating a whole as something more than the sum of the individual parts and culminates with expression in the findings of the meta-synthesis, thereby providing solid bedrock of evidence on which to base effective policy and practice to improve the outcomes for refugee and immigrant women that suffer from this illness. 
Data Collection

Data Analysis
The quality of a meta-synthesis rests as much on the quality of the original studies as on the method used to synthesize the work. Therefore one must adopt a strategy to determine the quality of the studies included in the meta-synthesis. Walsh and Downe (2006) identify eight essential elements for appraising the quality of qualitative research including the scope and purpose, design, sampling strategy, analytical approach, interpretation, reflexivity of the authors, ethical dimensions, and relevance and transferability of the study. They offer guidance on the essential criteria for data analysis. Each of these elements provides detailed prompts to aid the appraisal.
Reflexivity of the Meta-Synthesis Authors
We wish to acknowledge our belief in the importance of effective screening, early detection, and treatment of PPD in order to minimize the harmful effects of this disease on the woman and her family. We also acknowledge that equal access to care for all childbearing women is central to the provision of quality maternity care and our prior understanding that refugee and immigrant women may be more at risk of PPD due to pre-and postmigratory stressors (Tobin & Murphy-Lawless, 2014) . The authors are aware of the challenges and constraints of synthesizing the experiences of women from a variety of cultural traditions into one set of themes or key concepts.
Findings
All of the articles met the essential criteria of Walsh and Downe (2006) with the exception of one element-an account of author's reflexivity, which was not included in any of the articles. Thirteen qualitative studies exploring the experience and perception of postpartum depression among refugee and immigrant women met inclusion criteria. Of these, five articles were positioned as nursing discipline; one as nursing, midwifery, and social work; one as psychology; one as medicine/family practice; one as medicine and social science; two as health and social care; and two were not apparent.
The total sample included 139 participants. Age of participants was typically recorded as a range value between 17 and 54 years. Seventeen of the women were primigravidas and 13 multiparas. Parity was not recorded in four of the studies. Marital status was reported as married, committed, in permanent relationships, separated, single, and in a nuclear family. The sample was ethnically diverse. The purpose of aggregating the demographic characteristics was to ensure that the integration and synthesis of the qualitative work was sufficiently representative of the refugee and immigrant population of interest (see Table 1 ). The methodological characteristics of the individual studies are shown in Table 2 .
Research teams Edge et al. (2004) , Edge and Rogers (2005) , Edge (2006) , Edge and MacKian (2010) , Donnelly (2007, 2010) , and O'Mahony and colleagues O'Mahony et al., 2013) published several articles on different aspects of the same studies. Each of the articles are included in the meta-synthesis because they provide different elements of the data; however, the sample from each study is included only once in the total sample for the meta-synthesis.
A systematic comparison of the 13 studies included in the meta-synthesis resulted in the emergence of five major themes that represent refugee and immigrant women's experiences and perceptions of postpartum depression, and the perceived barriers and facilitators to help seeking: (a) suffering in solitude, (b) the invisible illness, (c) cultural conceptualizations, (d) barriers to help seeking, and (e) facilitators of help seeking. In order to preserve and represent the richness of the data captured in each individual article, Table 3 illustrates the individual studies' key metaphors or themes and how the individual study findings relate to the synthesis themes.
The synthesis took the form of reciprocal translations as the individual studies reflected very similar findings. There was just one refutational finding. O'Mahony, suggested that support groups have limited effectiveness as most refugee and immigrant women they interviewed preferred individual therapy due to privacy and confidentiality concerns. However, Callister, Beckstrand, & Corbett (2011) and Abrams et al. (2009) refute the importance of privacy as their findings suggest the opposite-that social networking and support groups play an important role in facilitating help seeking and the healing process. In other respects the findings of all 13 studies were reciprocal in nature.
Suffering in Solitude
The pervasive sadness that accompanies postpartum depression was exacerbated for many of the women by extreme isolation, fear and solitude. All 13 studies identified this as an issue of concern. The loss of a safe and secure family network increased women's vulnerability. For women who are newly arrived in the country, the loss of family, friends, and sometimes spouse and older children resulted in loss of connectedness, emotional, and practical support (Lam et al., 2012) .
Premigratory stressors and the trauma of traveling often under very difficult conditions take a further toll on these mothers. Non-English speakers are the most isolated, and this is often compounded by stress and worry about residential status and low financial means. This affects women's ability to access support services and is further complicated by lack of knowledge of how the health system works in the new country and fear of stigmatization and the possibility of their children being taken into state care, or fear of deportation. Ahmed et al. (2008) found mothers were overwhelmed by the new baby care needs, financial pressures, guilt about neglecting household chores due to physical exhaustion and worries about changes in their physical appearance. Women did not access care for fear of being labeled and stigmatized. They also lived in fear of losing their children because perceived neglectful. Specific cultural expectations appear to heighten this loss. For example, Parvin et al. (2004) highlighted the myth that women from Bangladesh have large extended families when in reality many women had no relatives available to offer support. For women from India where the cultural norm is for the new mother to have a 40-day period of rest and recuperation, women without family support really struggled with the loss of this traditional expectation of support. One woman stated:
You bring the baby home. You need to eat, the family need to eat, have to clean the house, have to wash the children, take them to school, take them to Arabic reading. You have to do all this work in one day, how can you get rest? Is there time? If you have sadness would you tell the health visitor about this? . . . What can the doctor do about it"? (Parvin et al., 2004, p. 256) For some women the lack of knowledge of what is happening to them and their need to keep the symptoms of depression private compounds their suffering and leads to postpartum depression becoming an invisible illness.
The Invisible Illness
The issues related to keeping PPD hidden were evident in every study. The stigma of mental illness was recognized as a critical problem that increased the serious consequences of PPD. Hayden et al. (2013) found that while Latina women were familiar with PPD, the strong emphasis was placed on did not have this Women were unable to access information and health workers were not obtaining accurate information on assessment Coping strategies: Self-reliance, emphases on you do it rather than how you do it. Prayer, keeping yourself happy "no point talking about it-you have to put up with it" Others cite lack of time or concern from GP who just "writes a prescription." Women struggled with early discharge from hospital after birth especially if little family support was at home Also a problem in relation to community services when women were discharged Small number suggested it would be helpful to tell someone about your problems. No accepted pattern of who to talk to. Some felt talking about problems implied weakness Lack of language support in hospital and community was a clear barrier for non-English speakers Some were reluctant to disclose emotional distress for fear of stigmatizing family/Bangladeshi community and risk been seen as source of problem
Note. PPD = postpartum depression; HCP = health care professional; GP = general practitioner. individual coping. This is supported by Callister et al. (2011) who identified that the guilt, fear, and shame associated with PPD prevented women from seeking help and was compounded by feelings that they should be able to cope with their feelings alone. The stigma of mental illness and being considered as "crazy or loco" also prevented women from sharing their suffering with friends and family members.
We might not accept that we have depression and say, "No I'm fine, and it's different from other diseases, depression in very silent. This cannot be easily accepted" (Callister et al., 2011, p. 444 ).
Concerns about bringing shame to their community and risk being seen as the source of the problem was a real concern for the women. Edge and MacKian (2010) found that Black Caribbean women in the United Kingdom privileged personal agency, self-reliance, and autonomy over seeking help from others. The pressure to cope alone was also part of the social imperative to be "a strong Black woman" (p. 19). Women's understanding of PPD also impacted the hidden nature of the disease. Edge and Rogers (2005) argued that women did not necessarily understand PPD, did not know others in their community or social network that suffered PPD and were reluctant to discuss or acknowledge psychological illness as evidenced by one woman's statement: Edge and Rogers (2005) continue that argument that "nonlegitimacy of depressive feelings" was therefore compounded by the emphasis on resilience and the "need to confront and deal with adversity" (p. 19). Another important point that Edge made in her series of articles based on this sample was that Black Caribbean women saw PPD on a continuum of mental illness. This was evidenced by fear of being labeled. The basis of the fear was not just the stigma of mental illness but the fear that taking antidepressants would result in the need for higher doses of drugs and eventually lead to being rediagnosed with a more serious mental illness. Thus, PPD was seen as a label to be resisted because it could result in a spiral of mental illness of increasing severity to be avoided at all costs, the result of which was suffering in silence from an invisible illness.
Cultural Conceptualizations
Women's beliefs, values, background, and cultural norms play a huge role in PPD recognition, acceptance, and help-seeking behavior. O'Mahony and colleagues O'Mahony et al., 2013) argue that cultural beliefs may have a positive or negative impact. It is vital to recognize that health care workers views are influenced by Western paradigm and constructs of PPD. While there may not be a cultural equivalent for the Western diagnostic category of PPD, refugee and immigrant women from different countries and cultures may not understand the concept of PPD and may not even have a word for PPD in their language. This can result in confusion, uncertainty, and increased fear. Parvin et al. (2004) found that women used different language for emotional distress than that used for physical distress. Women attributed depressive symptoms to practical problems, for example, little time to rest. They reported having little help and experiencing feelings of isolation and loneliness. Their coping strategies focused on denial of feelings. These findings were supported by Edge (2006) who stated that the refugee and immigrant women living in England described the source of their depressive symptoms to social factors such as family problems or economic hardship rather than biological factors.
In their exploration of the experience of PPD in Chinese women, Lam et al. (2012) found cultural norms played a role in causing conflict. The disconnection between the older generation's value systems and the younger women's integration attempts were a source of conflict for women in the study. Some women also found mother-in-law issues a source of stress and hidden frustrations. The concept of doing the month is a Chinese tradition that is meant to support the new mother however, this tradition creates a generational and cultural divide. Specifically while childbirth in the United States is seen as a relatively healthy experience, the Chinese culture views this as a disturbance in the Yin and Yang. A perceived lack of social support for this custom by refugee and immigrant women has been linked to postpartum depression (Liu, Petrini, & Maloni, 2015) .
Conversely those women who had no family in the new country felt they suffered from the lack of emotional and practical support and had no role model of strong parenting. For Latina women the traditional values of respecto, familism, and the compadre system acted at times as a double-edged sword. Respecto is respect for and valuing of motherhood, familism refers to the way family and social networks ameliorate stress, and compadre refers to how Hispanic women turn to each other for help and support to fill the gap of not having family. While these cultural systems play an important role in support of the new mother, they can also be a barrier to help seeking. The woman feels she cannot bring disrespect to the family and community or risk being considered "crazy" (Callister et al., 2011, p. 444) if she has a diagnosis of depression.
Barriers to Help Seeking
Individual studies identified multiple barriers to help seeking. These ranged from personal beliefs that placed an emphasis on self-coping to numerous structural barriers experienced by women in all of the studies represented here. As previously described, many women had a deeply embedded fear of stigma and alienation that may result from a diagnosis of PPD. The consequence of this was hiding their symptoms and coping alone until the symptoms got so bad that they invariably trusted a close friend or family member who often encouraged them to seek outside help.
When women did choose to reach out for help they were met with numerous structural barriers. Difficulty gaining access to health care providers because of long waiting lists , some perceptions that certain providers did not want to take immigrant women as new patients (Edge & MacKian, 2010) , and lack of culturally appropriate therapists (Lam et al., 2012) were described in the studies. O'Mahony et al. (2013) described multiple barriers such as low socioeconomic status, limited financial resources, low paid jobs and unemployment, lack of transportation, and childcare and language barriers as significant hurdles for women seeking help.
Almost universal in the individual studies was the finding that women struggled with their relationships with their health care provider. These struggles were apparent in women admitting they would never tell their provider about PPD symptoms because they did not consider emotional problems to be a "proper illness" and because the doctor was likely to just "write a prescription" due to time constraints (Parvin et al., 2004) . The following quote by Abrams et al. (2009) demonstrates how some women find medication so unacceptable that it leads to hidden nonadherence. I went to the doctors and they gave me Xanax and I said "I'm not going to take it," and . . . I got it but I threw them away in the toilet. (p. 542) These findings support the view that women's negative relationships with their providers and a medication first approach is a key inhibitor to help seeking. Resistance to medication and labeling was a finding echoed in many of the studies. Women's preference for treatment was counseling and seeing a professional (who was a psychiatrist) rather than using the term "psychiatrist."
Facilitators to Help Seeking
The facilitators to seeking help were not always the converse of the barriers outlined above. For example there were positive aspects to having strong coping skills and personal resilience that led to some women being able to reframe stressful events in positive terms. Differences in women's personal circumstances affected their help-seeking behavior. Women who did not speak English found they used the Internet to get information and advice regarding PPD symptoms. They also relied on the telephone to keep in touch with family and friends back home for emotional support. Informal help provided by social groups, particularly faith communities was found to be invaluable to women who received practical, emotional, and spiritual support. Prayer and meditation was identified in many studies as integral to women's mental health and well-being.
Helpful strategies suggested were meetings in parks and community centers for social support, to meet others and to get information and education on PPD. The lone refutational finding by O'Mahony, found some women did not like group settings because of concerns around privacy and confidentiality which is understandable given the stigma related to PPD for many refugee and immigrant women. Education of partners, family members, and communities was seen as crucial to reducing the fear and stigma associated with PPD, thereby increasing the likelihood that women would seek help for their symptoms.
Education of health care providers is also seen as central to increasing women's uptake and access to care. It is crucial for health care providers to understand the level of fear and stigma associated with PPD. The use of counseling, listening, and group support was considered to be more appropriate forms of treatment, while drug therapy was unacceptable to most women for cultural and religious reasons (Abrams et al., 2009 ). Edge and MacKian (2010) also found that help seeking was related to prior and ongoing relationships with health care providers who act as gatekeepers to mental health services. Awareness of services were key to access, and community-based services were considered most beneficial.
Discussion and Implications for Practice
The meta-synthesis of 13 studies drawn from three countries represents the experiences and perceptions of 167 refugee and immigrant women and paints a collective picture of the complex needs of childbearing women who are displaced from their country of origin at a time in their lives when they most need to draw on their support systems. The experience of childbirth is unique and influenced by cultural norms in every society (Chalmers, 2012; Lewallen, 2011) . Conceptualization of PPD may differ significantly from the "taken for granted" western perspective that relies on medication as a primary treatment for PPD.
The findings from this meta-synthesis highlights that medication is not a first choice for many immigrant women and might be deeply resisted by some. Recognition of PPD in this population is also problematic given that some women have a limited understanding of PPD, and while experiencing the fear and loss that accompanies PPD, the women may have no language to convey this, in a literal or cultural sense. For those who do have insight into what is happening to them, many are too afraid to disclose those symptoms for the reasons described here (Lewallen, 2011) . Some health care providers have little insight into the lack of knowledge and level of fear that the women in their care are experiencing or the barriers they face in reaching out for help. Providers may have little understanding that women will go to great lengths to minimize or deny symptoms of PPD seriously impacting their ability to receive appropriate care. Numerous structural barriers and lack of culturally appropriate support systems complicate effective treatment of PPD (Fleuriet, 2009 ). The emphasis on education and raising awareness of the disease works in tandem with the need for community-based support that is accessible and nonthreatening.
The challenge to health care providers and policy makers is to raise awareness of PPD in this population. There is a need for continued education of nurses and providers on the unique needs of refugee and immigrant mothers and the multiple ways they may be more susceptible to PPD and less able to identify the symptoms and/or seek appropriate help. We must also be aware that for the same reasons that PPD can be considered an invisible illness, the tools we use to screen for PPD may be rendered useless. Screening in the face of fear, lack of understanding, and language barriers perpetuates the solitude of this illness. The complexity of the needs of the most vulnerable women such as language barriers, poverty, lack of social support networks, little understanding of PPD, and the fear of being labeled mentally ill and therefore seen as an "unfit" mother are challenging for providers and policy makers because of the multiplicity of needs.
The model of strong community based programs for education and support have proven beneficial in this regard (Edge & MacKian, 2010) . Education of women, their partners, families and their wider communities is key to reducing the stigma and fear related to a PPD diagnosis. Where such programs exist women have the benefit of building connections with health care workers who understand the value of supportive and trustworthy relationships. Providers who understand the cultural implications of a PPD diagnosis have greater insight into the unique needs of the mothers in their care, which builds trust between the providers and their clients. This in turn is more likely to result in effective care and treatment. Community-based group meetings for women who may have no family or friend support networks are a valuable source of education, networking, and support and may also provide a therapeutic benefit for women struggling with PPD.
Recommendations for Future Research
Further research into how providers and nurses are educated and trained to diagnose, treat, and support immigrant women who suffer with PPD is required. Inquiry into the experiences of front-line workers who provide care to immigrant women with PPD would help bring a deeper understanding of the specific educational and support needs these workers have and may provide keys to how those gaps could be addressed. Given the relative invisibility of the illness and the stigma attached to a PPD diagnosis, further consideration of how immigrant women are screened for PPD is advised, particularly, a comparison of self-administered versus staff-administered assessment would be valuable.
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